There is a paucity of published literature related to new regional medical campuses. The authors, members of the Association of American Medical Colleges (AAMC) and its Group on Regional Medical Campuses (GRMC), offer a historical perspective on the role of Regional Medical Campuses (RMCs), and provide a roadmap for establishing a new RMC, including logistics, resources, curriculum development, student services, faculty, affiliations, and networking within the community. A checklist designed to support leadership decision-making is also included. The RMC is an efficient model for increasing opportunities for clinical training, accommodating expansion of graduate medical education, and offering a cost-effective solution to train future physicians.
Introduction and history: Why start a new regional campus?
A regional medical campus (RMC) is a location separate from the main campus of a medical school offering one or more full years of the institution's medical education program, but not independently accredited by the Liaison Committee on Medical Education (LCME). While a few RMCs in the United States existed before the middle of the last century, the RMC model fully emerged in the 1970s with the establishment of 35 campuses between 1970 and 1979 as a way to increase learner enrollment and diversify learner clinical experience. 1 From 1980 until the mid-2000s the number of medical schools as well as RMCs remained stable with relatively few new institutions or RMCs being created. This changed in 2006 when the Association of American Medical Colleges (AAMC) issued a call for a 30% increase in U.S. medical school enrollment by 2015, grounded in a projected physician shortage. 2 The AAMC administers an annual survey to all medical schools regarding current and future RMCs. Data from the AAMC national survey shows that in academic year 2015-2016, 51 U.S. medical schools out of 142 who participated in the survey had at least one RMC, which amounted to 40% of the institutions surveyed. 3 This was a significant proportion of all medical schools at the time of the survey and was recognized as a growing trend, since over the 5-year period preceding the survey between 2011 and 2016, the number of medical schools with an RMC increased from 34% to 40%. In 2016 alone, 16 new RMCs were created, 8 schools expanded already existing campuses, and 15 schools increased the number of students within existing campuses. 4 The percentage of medical schools reporting intentions to create a new RMC, expand an existing RMC, or increase the students at an already established RMC has remained stable over the last decade, at about 21% of all schools. 5 Therefore, the creation of an RMC is not unique, but is rather a commonplace approach embraced by medical schools often in response to a need for increased student enrollment to address a regional projected physician shortage. The AAMC survey also inquired about the reasons for starting RMCs. Medical schools identified the following as compelling reasons for considering a new RMC: -Serving state needs -typically expressed as a legislative mandate addressing physician workforce needs; -Serving local needs -typically expressed as a need to attract high-quality physicians to rural areas; -Institutional commitment to a distributed educational model -allowing students to be trained in a variety of settings while providing them access to different patient populations; -Institutional need to increase class size, typically expressed as a need to increase the physician workforce in underserved areas of the state, and sometimes aligned with rural RMCs; -Collaboration between the institution and resourcerich regional community systems, building mutually beneficial relationships; -Need for student exposure to different practice types -intercity/suburban/rural; -Increasing clinical teaching capacity in general; -Addressing healthcare needs of communities; -Expansion of academic medical centers into community settings. Fulfilling the mission of the medical school 6 and meeting increased demands for physicians in rural areas 7, 8 are consistent factors cited for establishing new RMCs in the existing literature. RMCs offer states and institutions a costeffective model for medical student education, while providing comparable educational benefits in geographically new territories. 9 
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Little is published in the literature specifically regarding the implementation and development of new RMCs. Most of the current literature discusses RMCs created within a new medical school, focusing on the start of the medical program at the central campus, and not on details about the RMC. The Macy Foundation published 2 reports on new and developing medical schools. 10, 11 Major factors in planning included the positive impact that medical schools have on the universities that initiated the new schools, advantages for the hospitals and health systems that assisted in the school's establishment, and benefits to the community such as provision of primary care and local economic growth. Whitcomb 9, 10 suggested that a feasibility analysis is a major part of the decision to start a medical school and such analysis could be time-consuming and lengthy. Space allocation, availability of faculty, and the overall ability to ensure quality student education are critical. The reports noted that some of the RMCs established as 4-year or 2-year campuses over time became self-sustaining, separate medical schools. Of the 15 new schools described in the 2013 Macy report, 11 8 (53%) were originally established as RMCs.
Hays 12 suggested that successful educational innovation in the development of regional medical education is based on 10 principles, including strong community support, development of an appropriate structure to deliver the mission, and recruitment of faculty who are positive role models. Coleman et al. 13 and Siegrist 14 used spatial accessibility analysis, utilizing geographic information system mapping technology (GIS), to define areas of physician need. Beckett & Morrison 15 outlined a model for identifying the location for development of a new medical school based on the economic concept of physician demand, rather than the social concept of need, and suggested that this may be a better approach to addressing the physician shortfall. They noted that physicians trained locally may likely be retained instate to meet the physician demand. In 2010, Smego et al. 16 published a chronicle on the development of the Commonwealth Medical College that started with 3 RMCs in Pennsylvania. The school's purpose was to increase physician numbers, thereby decreasing a physician shortage in the northern part of the state. Prior to its development, considerations were given to financial planning, clinical site availability, accreditation requirements, and stability of the local practice environment in supporting student training. Fogarty et al. 17 described the start of the Florida State University College of Medicine, created to meet health care needs outside the academic medical center, in ambulatory settings. This community-based school started as 6 RMCs and 2 rural sites that were spread across the state. Central oversight of curriculum and student affairs required faculty development at all sites, and an online evaluation system was imperative for the school to meet its mission. In the future, overall physician demand will be impacted by a variety of societal forces, such as changes in healthcare delivery, increasing patient populations, and an aging physician workforce. 18 States are faced with changing their approach to medical education to meet this growing need. There are several options to consider, which include: 1) Establishing new medical schools; 2) Increasing the capacity on current campuses of private and public medical schools; and 3) Establishing one or more RMCs at existing medical schools. The cost of building new medical schools is at times prohibitive 10 and might decrease the financial resources available to meet the clinical, service, and research missions of existing medical schools. Moreover, limited resources at established academic medical centers (AMCs), where physicians are often already stretched thin with clinical responsibilities, can make expansion of current medical schools a less attractive option. Consequently, expanding the class size of existing medical schools by establishing RMCs that incorporate existing educational and/or clinical facilities in outlying communities and drawing on expertise of local practicing physicians becomes an attractive solution to educating medical students.
Starting a new medical campus: Logistics and resources
The logistics of starting an RMC can be daunting at the outset for those with insight into the number of elements that should be addressed proactively. Alternatively, for those without experience, the magnitude of the undertaking may only become apparent well into the process. Starting a new RMC should be a decision well planned and broadly discussed, with completion of a needs assessment, a feasibility study, and strategic planning. There are essential areas that deserve initial consideration, discussion, and definition prior to launching a new RMC. There are a variety of resources available to the institution that should be consulted before deciding on models, financial agreements, or any formal infrastructure development. Due diligence is certainly one of the most important factors in building a successful RMC reliant upon successful regional partnerships.
Consultation
Consulting with one or more experts on the structural design of the RMC and the requirements for successful LCME accreditation are time and money well-spent. Following a thoughtful plan that identifies specific areas for accomplishment will provide useful guidance that can help to ensure both early and long-term success. Before a decision to start a regional campus is made, consultation with the following collaborators should be considered:
1. The LCME Secretariat -The ex officio staff of the LCME at the AAMC and the AMA offer their services in consulting about RMC-related requirements and have seen both successful and unsuccessful examples of implementation. They provide valuable
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Others who have started RMCs in the last decade -
Contacting those institutions (both main and regional campuses) that have implemented a new RMC in the last decade is probably the most important action of the information gathering phase. If possible, also talk with schools that ended up choosing not to start an RMC, or schools that chose to pursue a new medical school instead. While this requires a little research, it will serve to identify successes and mistakes from past RMC implementation, as well as possible consultants who may be of assistance in determining financial feasibility. Joining a networking group like the AAMC's Group on Regional Medical Campuses (GRMC) is an excellent way to develop the personal relationships necessary to get the real backstory about successes, and more importantly, failures.
The local community -Through collaborations with
local civic groups like the Chamber of Commerce and ongoing discussions with community health leaders, develop relationships that might transform into resourceful future partnerships. Do not underestimate the value of an academic institution to a regional health system which can often provide valuable resources, as well as strong brand recognition, and therefore greater community buyin.
Needs assessment and financial structure
While national data have established the overall need for training medical students, a needs assessment specific to the academic medical center (AMC) and local community will help to define goals and objectives. A commitment to ensure financial sustainability is necessary. Is there a source of institutional, state, or outside funding? Has the potential for local philanthropy been explored? Will student tuition be used directly, indirectly, or not at all at the RMC? While the LCME requires that tuition be the same at both the AMC and all affiliated RMCs, is the overall cost of attendance at the main and regional campuses comparable, and how will student debt be addressed at the RMC? Frequently, providing a path for reduced student debt at the RMC can be a strong incentive for students to train at a newly launched RMC without an established track record. An important consideration is whether the new campus would expand the class size or serve as an additional venue for clinical opportunities. It is also necessary to assess the locally available physician workforce, including number of physicians, range of specialties, interest in teaching, as well as the number of physicians needed for delivering the curriculum and for student advising. Furthermore, the possible physician recruitment challenges facing specific communities should be a part of the needs assessment.
Feasibility assessment
Identifying funding sources is only one step in determining the feasibility of establishing an RMC; other important questions also require answers. For example, are there already established clinical affiliations, or are new ones needed? What is the vitality of local healthcare institutions, and are they able to provide adequate teaching venues for medical students? Are bed-size, patient mix, utilization rate, and annual admissions able to provide quality education related to the student curriculum, (in other words, are there adequate numbers of patients and a diversity of cases to support training)? Are there available experienced administrators to support the start and development of the new RMC, or is new recruitment needed? Is the local community supportive of establishing a new campus? Establishing, nurturing and preserving clinical partnerships is a pivotal factor in a school's ability to establish a new clinical campus. 20 Working with hospital leadership is not a "one and done" endeavor. Successful partnerships require thoughtful and continued communication, inclusion in decision making, a collaborative approach to student teaching, and continued community engagement. [21] [22] [23] Giving serious consideration to facility availability is critical for an RMC launch. An advantage to the RMC is that established facilities at regional medical centers can often be utilized for teaching medical students, obviating the need for new and costly construction. In addition to clinical facilities, the LCME requires dedicated space for small group learning, self-directed learning, and individual and group study, a student lounge, call-room space, as well as student housing. Consequently, each of these facility resources should be identified. Both immediate and future facility needs should be considered from the start.
Strategic planning
Short and long-term planning is necessary to envision and implement the new campus. Strategic planning includes each area of the school's vision and mission supported by the RMC (e.g. education, service, and research). Furthermore, such planning requires an assessment of resources needed for implementation, establishment of goals, and identification of measures of success. Formal analyses, such as SWOT (Strengths, Weaknesses, Opportunities, and Threats) and/or PEST (Political, Economic, Socio-cultural, and Technological factors) support effective planning.
In addition to community-based RMCs, such as those at FSU, 17 several programs have targeted specific needs in the communities they serve. The importance of integration into local communities to improve outcomes has been clearly identified. [24] [25] [26] This is particularly important in addressing the needs of rural and remote communities. Similar issues have
Original Reports been identified in the development of RMCs in other countries; Lawrenson, et al. 27 highlighted the need for training physicians in the country versus importing physicians who will care for underserved communities.
Organizational structure
Defining the model for regional expansion will help to guide subsequent decisions in other areas. There are several distributed models employed at different schools, each customized to fit the AMC's needs and resources. The most common model offers basic science instruction at the main AMC, with clinical clerkships and perhaps electives at the RMC. South Dakota School of Medicine and Florida State University College of Medicine are examples of this approach. 28 A flipped approach, with basic science instruction delivered at an RMC and clerkships provided both regionally, and centrally at the AMC, is another less traditional design that has been used at Indiana University. 28 Some programs, such as the Campus de l'Université de Montréal en Mauricie, located in Quebec, combine the resources and facilities of 2 distinct universities and several independent regional medical centers to provide all 4 years of instruction. When an area has a critical need for more physicians, this can take precedent over other competing missions. A creative design, such as that used by the University of Washington's WWAMI program provides an example of 5 western U.S. states collaborating to use resources most efficiently. First-year basic sciences are offered at the AMC in Seattle or at one of the 5 RMCs, followed by the second year with all students training at the Seattle campus, and third and fourth year students rotating in either Seattle or at one of the RMCs spread across Washington, Wyoming, Alaska, Montana and Idaho. 28 Typically, decisions about the type of RMC are determined by institutional mission, existing resources, available sites, and regional culture.
Governance
Medical schools use various models for governance to ensure clarity of structure. A clearly defined structure and organizational chart with reporting lines is essential in guiding the decisions made at the RMC. One study suggests that the most successful models are based on a shared vision as well as clear lines of communication between the main campus and RMC. Such models also emphasize greater reliance on local decision making at the RMC to address challenges that arise during program implementation. 19 Typically, the RMC will operate with a separate faculty and administrative staff who handle day-to-day issues. 10 Many RMCs have a campus dean who provides oversight for the RMC and reports to leadership at the main campus. However, though many RMCs are managed locally with some coordination from the main campus, others are run entirely from the main campus. 20 Other models exist and vary considerably by geographic location and engagement with the local community. One approach is the use of a balanced matrix organization with dual reporting responsibilities to both the main medical school and local partners, addressing the issues of comparability. 21 Affiliation agreements with local health systems where instruction, learning, and clinical rotations will occur are critical to ensure a stable teaching environment and are required by the LCME. The support of the broader community at a new RMC is a key element of success for the campus. Engaging local community leaders through participation on committees or in fund raising efforts can contribute to the support of the broader mission long-term.
Leadership
Governance and leadership of RMCs depend on the local context and institutional relationships. As a result, the role of the regional dean could combine aspects of student, educational, and academic affairs. There are valid arguments for recruiting an experienced RMC dean to provide visionary leadership and assistance with navigating the sometimesturbulent waters of a newly launched RMC. Alternatively, recruiting local physicians with well-established community contacts as campus leaders can provide critical buy-in from potential teaching-physicians in the community. A combination of both leader types with distinct but complimentary roles can reap the benefits of both approaches.
The experts' advice: Areas to consider
Regardless of financial models or governance structures, a primary factor in building a successful RMC is to engage in a sincere effort to create and maintain lasting fruitful working relationships between campus, institutional, and community leaders. This defines the RMC's place in the success of the institutional endeavor while allowing the institution to utilize the benefits of a distant site. Those RMCs that are most successful value the leadership of the RMC and consider it a pivotal part of the institutional academic community. Comparability assessment between the main campus and the RMC should involve curriculum, student support services, 22 technology, 23, 24 and availability of scientific labs. 25 It is important to understand that the RMC is an extension or a complement to the main campus, rather than a competitor.
Admissions
Medical schools assign students to RMCs in a variety of ways with a centralized admission process a common approach. Relying on the established admissions process at the main AMC conserves significant amounts of time and resources. A centralized admissions process is often utilized with campus visits during the first year, after which students submit their campus preference. 19 This approach optimizes the greatest number of student preferences while respecting space
Original Reports limitations. Other programs utilize student site preference at the time of admission to make campus assignments. 26 A secondary application for students already accepted to the main campus offers a more manageable and creative campus selection process for a defined and usually limited number of students to attend the RMC. The final campus assignment may be based on both student preference and space availability.
Medical schools that have track-specific programs on their regional campuses will often utilize a specific admissions process for that track. [27] [28] This approach can support those students who wish to remain in or near their home communities during medical school. A heightened sense of reasoning in assigning students to a specific campus may be helpful in recruiting and producing practitioners through primary care and rural tracks.
Curriculum
While local resources at the RMC may differ significantly from those at the main campus, the curriculum at both the regional and main campus of the same medical school must be comparable to comply with Liaison Committee on Medical Education (LCME) standards. However, this does not mean the curricula must be identical, and frequently the available teaching faculty, clinical facilities, and educational space will be substantially different between campuses helping to guide thoughtful curriculum development. As medical education has moved toward competency-based assessment, ensuring that student cohorts at both the regional and main campus are achieving expected milestones and ultimately the corresponding competencies has become a common goal. More than 100 years ago in 1910, Abraham Flexner established the basis for the traditional medical school curriculum, where 2 years of basic science are followed by 2 years of clinical learning experiences. Medical education is now moving toward more innovative curricula that better prepare physicians for practice in the twenty-first century, where electronic resources abound for teaching and assessment, as well as diagnosis and treatment. These new approaches to medical pedagogy are often more easily piloted at RMCs, which are commonly smaller with less faculty, staff, and students overall. This smaller size often translates into a campus that could be flexible and nimble in pursuing new initiatives. It may also allow curricular change to be implemented and adjusted in real time more easily and help determine best practices that could eventually be rolled out at the larger main campus. Innovations in medical education can include longitudinal integrated clerkships, rather than block rotations to better embrace current knowledge on spaced learning and interleaving. In addition, earlier exposure to patient care and case-based learning in teams is being introduced at many institutions. Incorporating inter-professional learning into medical training mimics the real world and facilitates the type of effective team-based care that is now common. Furthermore, at many schools there is an emphasis on health system science, including value-based care and evidencebased practices. 29 In addition, shorter times to completion of training, such as 3+3 programs, and a greater focus on new technology, such as point-of-care ultrasound, are being incorporated into innovative medical school curricula. Jointdegree programs, such as MD/MBA, MD/PhD, and MD/MPH programs can be created to train physician leaders and researchers for the future, especially when the RMC is in close proximity to a collaborative university or college. Such educational innovations may often be more easily introduced, modified, and fine-tuned at the RMC.
Student services
Student services on RMCs are often offered by a variety of campus leaders who may or may not be student affairs professionals. Often RMC Deans serve as curriculum, student affairs, and faculty affairs leaders all at the same time.
Regardless of staffing, RMC students require access to all services available to main campus students. This need can be fulfilled using technology to connect learners with the main campus or non-traditional leaders with additional duties in support of learners. Many of the necessary support services for students at an RMC may be initially provided through an established Office of Student Affairs at the main campus. This is especially true for traditional models, where the first 2 years are spent on the main campus followed by clinical rotations at the RMC.
There are several services that students will require regardless of RMC design. Dedicated staff are needed to address the following: -Student health; -Mental health and wellness support; -Student safety and sharps injury guidance; -Student space and housing oversight; -Financial aid and debt literacy; -Career and academic advising; -Community service-learning opportunities; -IT support and connectivity to the AMC; -Administrative support for course selection; -Scholarly and research opportunities; -Management of cross functional academic environments; -Oversight of course schedules and clerkship rotations, and -Library resources. Students at RMCs often have the benefit of direct access to faculty mentors from early clinical experiences, which may not be as readily available on the main campus. Building student-teacher relationships early-on could be beneficial in providing career guidance and specialty choice.
Student organizations
Original Reports First and second year medical students frequently become involved in a number of institutional organizations that provide career guidance, such as specialty interest groups. In addition, community service opportunities allow students to gain leadership experience and demonstrate altruism, which can be highlighted on a CV as well as residency applications. Administrative support, when needed, helps to facilitate these activities. Testing, evaluation, and learner support Exponential growth of scientific knowledge has required current medical students to become critical thinkers mastering the practical application of ever-increasing knowledge. With the emergence of competency-based medical education, confirming the acquisition of identified competencies and the milestones toward achieving them is essential to ensure that all students reach the expected performance level for graduation. 30 The evaluation of medical students and residents along this competency-based continuum can be assessed in a number of ways. Using the RIME (Reporter-Investigator-Manager-Educator) framework is one approach that can be used to effectively describe professional growth. 31 A single dean for evaluation and assessment can oversee this ongoing evaluative process at both the main and RMC campuses. However, modes of assessment at the RMC must integrate into online tracking software used at the main campus allowing medical schools to demonstrate compliance with LCME standards. Both formative and summative assessments are necessary at all medical training sites. Traditional standardized testing, as well as direct observation in the clinical setting and through Objective Structured Clinical Exams (OSCEs) are used similarly at both main and regional medical campuses. Faculty trained to facilitate and evaluate students through direct observation and OSCE exams are necessary regardless of where these sessions are held. OSCE exams also require trained standardized patients, who may assist with the evaluative process. Likewise, certified proctors are necessary for more traditional standardized testing. Learning support staff are a necessity for all medical schools and may often be extended from the main campus through regular visits to the RMCs, as well as through electronic connectivity via audio-visual platforms. In contrast, a medical librarian is becoming a more essential member of the educational support staff at the RMC due to the increasing reliance on electronic resources for learning and scholarly work.
Faculty
Faculty recruitment should be undertaken with a deliberate approach, based on the specific curricular needs of the campus, with a goal to provide the diversity of specialists that are necessary to meet instructional needs. Therefore, before starting faculty recruitment, completing an "inventory" of faculty needs would be wise, and this should be correlated directly with the number of students planned for the RMC. Such an approach will allow an assessment of the number of teaching physicians required to effectively deliver the curriculum, provide for student advising and mentoring needs, and support both inpatient and outpatient clinical services. Several questions should be asked when conducting a faculty needs assessment:
• Does the College of Medicine have an Affiliation Agreement with the facility where the faculty will practice? What will be the employment relationship of the new faculty members? Do they work for the College of Medicine, the Health System, or an Affiliate Hospital? Who would need to approve faculty accepting students? Agreements about who will teach and when often must be made with the health system or employer rather than with the individual physician. A physician may agree and want to accept students, yet other circumstances and requirements at the workplace may prevent this. A hospital's Educational Office will often manage more than one group of learners and will assign preceptors based on availability and service schedules. For example, one facility may have requests to accommodate allopathic and osteopathic medical students, resident rotations, clinical experiences for nurses, physician assistants, physical therapy students, and students in other clinical specialties. With the expansion of clinical programs across the country, this scenario is more common than not, and it is rare for a school to have an agreement with a local healthcare institution for exclusive teaching of their students. Therefore, the process for obtaining approval for a physician to teach, and for scheduling individual students, may be beyond the "power" of an individual physician.
• Are faculty members remunerated by their current employer? If the medical school is not planning to monetarily compensate faculty time, reluctance may emerge based on the cost to the preceptors, e.g. the need for producing work Relative Value Units (RVUs). 32 Remuneration models may vary and create competition for availability of "teaching slots" in a given hospital. Rural hospitals tend to be smaller and this issue may, therefore, be exacerbated, especially when multiple groups of learners need to be accommodated. Whether there are payments or not, and whether the remuneration is to the hospital or to the physician, depends on agreements and hiring models. In some agreements, the medical school or RMC may provide additional staffing (e.g. a coordinator paid by the school and located at the hospital) to offset logistics in student scheduling rather than compensation to individual physicians. In other models, the institution employing the community teaching physicians may receive remuneration for the services provided and decide how those funds are distributed and used. To date, many schools compensate for student rotations based on number of students taught per week, or per semester.
• Will the faculty be engaged in required clerkships or in electives? If a preceptor will be teaching an elective rotation to a limited number of students in a small private practice, an affiliation agreement may not be expected, and likely the practitioner will be remunerated directly if they are paid. For required clerkship rotations, however, an affiliation agreement will be needed, and various ways for monetary compensation may be invoked.
• Who controls the faculty schedule? This is especially important for "volunteer" faculty who may or may not accept students at times when the students are scheduled to receive their clinical experiences.
• Who appoints faculty and what is the process for promotion (if one exists)? The answers to these questions vary widely between institutions. Traditionally, faculty are assigned to departments associated with the main campus, and if the medical school is a part of a larger university, the rules for faculty assignments stem from a centralized office, such as the Office of the Provost or the Vice President for Academic Affairs, and the University Faculty Organization and its Committee on Promotion and Tenure. Such centralized bodies may vary by organization, function, and authority. How faculty nomenclature is designed, also varies widely, most often having a "clinical" qualifier in the faculty's title (e.g. Clinical Assistant Professor). Other nomenclature could include "adjunct faculty", "volunteer faculty", and other titles, some of which are and some of which are not eligible for promotion. In addition, the expectations for clinical faculty promotion may vary significantly between institutions when they exist at all. More often than not, clinical faculty are not considered eligible for tenure, and some medical schools have moved away from offering tenure altogether. Therefore, it is important to enter discussions about faculty recruitment at a new site with clarity about options for faculty assignment and rank, including expectations for promotion. Answers to the questions noted above will allow careful planning for faculty recruitment. It is important to include hospital/practice leadership in faculty recruitment and a designated Office of Medical Education or equivalent should be involved in student placement. While affiliation agreements do provide some assurances, these are not contractual relationships and could potentially degrade with a change in hospital leadership, hospital profitability, competing priorities, or new partnerships. Schools need to remain vigilant and intentionally nurture relationships with clinical partners, especially in a community-based setting. The overwhelming majority of faculty at RMCs are volunteer community faculty. As a result, faculty development is a primary concern, particularly with new faculty who may not have had teaching responsibilities since residency. Teaching and assessment methods are rapidly changing and preparing faculty to provide the best educational interactions for learners is an increasing challenge, particularly with the move toward competency-based medical education, an entirely new assessment model. Recruiting local physicians who have established positive relationships with other community practitioners is a critical step in identifying and credentialing prospective teaching physicians. Providing adequate faculty development to physicians who may have limited teaching experience, and perhaps no academic exposure since medical school, is an important support service that should not be overlooked. Consideration should be given to remuneration of volunteer faculty or provision of alternative incentives, such as access to library resources, gym facilities, etc. Ninety-five out of 136 schools participating in an AAMC survey on faculty retention (70%), noted increasing difficulties in recruiting and retaining volunteer faculty at clinical campuses, listing a variety of reasons, including:
-Increased student enrollment leading to increased demands on faculty; -Local faculty participating in the training of students from more than one medical school or health professions program; -New medical programs in the area of the campus creating increased competition for resources; -Inability of the medical school to appropriately compensate physician preceptors. Such issues should be considered, and possible solutions identified, prior to committing to the start of a new regional medical campus.
Library resources
While the services of a librarian may initially be provided by the local affiliate medical center librarian, a dedicated librarian will become an essential resource for the more established RMC, especially if first-or second-year students are training there. A medical librarian affiliated with the AMC and located at the RMC will provide students with reference services, research consultation such as guiding PubMed searches, coordination of study spaces, and informatics instruction. Moreover, a medical librarian can become indispensable to the RMC faculty by providing the above services, as well as literature searches for scholarly work, curricular support, coordination of services with the AMC library and support in preparing library and information technology sections during LCME reviews. A checklist to assist decision making for a new regional campus Table 1 presents a summary of considerations for starting a new RMC and offers medical school leadership and collaborators a systematic model for decision-making and planning a RMC. 
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While this practical guide is not intended to be a compendium of all information needed to successfully create a new RMC, the authors have summarized the cornerstones and necessary steps in bringing a new campus to life. Starting a new RMC -from creating the concept, to applying due diligence in feasibility and planning, to operations implementation, is a thoughtful, deliberate, and extensive process, which if carefully completed, would yield a smoother accreditation process and faster implementation. A deliberate approach to planning will benefit both the RMC and the community that hosts it. The timeline for this process is framed by accreditation requirements for review and approval, as well as by having a dedicated team to complete the necessary steps. It is important that the whole organization -from the University President to the University Chief Academic Officer, to the College Dean, to the Campus Dean and the college and campus administration are all committed to the process of establishing a new RMC, actively participating in decisions and securing resources for a successful launch. It is equally important that the local community is engaged in the planning process from the very start becoming an active partner in decision-making and RMC design. Continued communication and consultation with the accrediting body from the first inception of the idea for a new RMC is critical to successfully building a new RMC. Developing a financial proforma to guide expectations for resource allocation, revenues, and expenditures will ensure shared understanding among university school of medicine, college campus, and community leadership. The RMC model is efficient for providing increased opportunities for clinical training expansion. The creation of RMCs in association with established AMCs, is a cost-effective and realistic approach to efficiently train new physicians. RMCs therefore, present a viable solution to meet the need for training healthcare providers in the immediate future.
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